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Health  policies  on  disease  prevention  differ  widely  between  countries.  Studies  suggest  that
different  countries  have  much  to  learn  from  each  other  and  that significant  health  gains
could  be achieved  if all  countries  followed  best  practice.  This paper  describes  the  policy
development  and  planning  process  relating  to  prevention  activities  in  Italy, through  a  crit-
ical appraisal  of Regional  Prevention  Plans  (RPPs)  drafted  for the  period  2010–2012.  The
analysis  was  performed  using a specific  evaluation  tool  developed  by  a Scientific  Commit-
tee  appointed  by  the  Italian  Ministry  of Health.  We  appraised  nineteen  RPPs,  comprising
a  total  of  702  projects,  most  of  them  in  the areas  of  universal  prevention  (62.9%)  and  pre-
vention  in high  risk  groups  (27.0%).  Italian  Regions  established  prevention  activities  using
an  innovative  combination  of population  and  high-risk  individuals  approaches.  However,
some  issues,  such  as the  need  to  reduce  health  inequalities,  were  poorly  addressed.  The
technical  drafting  of  RPPs  required  some  improvement;  e.g.  the  evidence  of  the effective-
ness  and  cost-effectiveness  of  the  health  interventions  proposed  was  seldom  reported.
There  were  significant  geographical  differences  across  the  Regions  in  the  appraisal  of  RPPs.
Our research  suggests  that  continuous  assessment  of  the  planning  process  of prevention
may  become  a very  useful  tool  for monitoring,  and  ultimately  strengthening,  public  health
capacity  in  the field  of  prevention.  Further  research  is  needed  to  analyze  determinants  of
regional  variation.
© 2015  The  Authors.  Published  by Elsevier  Ireland  Ltd.  This  is  an  open  access  article  under
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1. Introduction
Although finding the right balance between prevention
and cure is difficult, in wealthy countries the focus of health
care is changing from cure to prevention, so that future dis-
eases in currently healthy individuals may  be anticipated
[1]. Existing comparative qualitative and quantitative
analyses have documented a wide diversity of prevention-
focused health policies across different countries [2–5].
cess article under the CC BY-NC-ND license (http://creativecommons.org/
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Box 1: General characteristics of the Italian
National Health Service (INHS)
• The INHS was established in 1978, founded on the
principles of universal coverage, social financing
through the use of general taxation and non-
discriminatory access to healthcare services. It
provides universal coverage and free healthcare at
point of delivery.
• Further to the major reform of the Constitution (Con-
stitutional Law number 3 of October 18th, 2001),
which radically modified the roles and responsibili-
ties of the State and the Regions, the key operational
actors of the INHS are currently the 21 Regions and
approximately 140 Local Health Authorities (Aziende
Sanitarie Locali; ASL), which serve geographical
areas with mean populations of about 300,000.
• The central Government, through the Ministry of
Health, ensures that the general objectives and
principles of the healthcare system are met, includ-
ing definition of the basic benefits package (“livelli
essenziali di assistenza” or LEA), which must be uni-
formly provided throughout the country. It issues the
National Prevention Plan (NPP) approximately every
3–5 years.
• The Regions are responsible, through the Local
Health Authorities (ASL), for the delivery of health
services by means of accredited hospitals (both
public and private), out-patient clinics and other
facilities. They draft the Regional Prevention Plans
(RPPs) based on the NPP.
• Within Local Health Authorities, the Prevention
Departments are in charge of guaranteeing all
prevention activities that target individuals and com-
munities, and are therefore largely responsible for
the implementation of RPPs. Besides implementing
the specific projects included in the RPPs, Prevention
Departments are responsible for routine health pro-
tection and disease prevention activities, included in
the first LEA “Collective healthcare in the living and
working environment”.
• The performance of the INHS can be considered
good, as shown by the country’s good health indi-
cators (life expectancy rates at birth for both female
and male are the second highest in OECD Countries,
84.8 and 79.8 respectively in 2012) coupled with
one of the lowest expenditure rates in healthcare in
OECD Countries (8.6% of GDP in 2013).*
*Source: OECD StatExtracts http://stats.oecd.org/A. Rosso et al. / Healt
owever, these studies agree that shortages of financial
nd human resources dedicated to prevention exist in
any countries, that public health capacities need to be
trengthened and that different countries have much to
earn from each other, since considerable health gains
ould be achieved if all countries followed best practice in
ealth policy [5].
Italy, whose health care system is characterized by
niversal coverage, good performance in terms of both
ood health indicators and low health care expenditure,
nd an ongoing devolution of responsibilities from cen-
ral Government to the Regions, is an interesting case
tudy (see Box 1 for a general description of the Ital-
an National Health Service). Concerning prevention, the
ational Prevention Plan (NPP) is the main policy and plan-
ing instrument in Italy. Issued approximately every 3–5
ears, the NPP conceptually is the part of the National
ealth Plan (NHP) committed to the development of health
romotion and disease prevention activities [6–8]. The NPP
010–2012 (extended to 2013), which is the result of an
greement between the Government and the Regions [9],
s structured into four macroareas of intervention: (i) pre-
ictive medicine; (ii) universal prevention; (iii) prevention
n high risk groups; and (iv) prevention of complica-
ions and recurrence of chronic diseases. In accordance
ith the institutional framework that assigns to the Ital-
an Regions much of the organization, administration and
anagement of health care, the NPP establishes that each
talian Region should develop its own regional Prevention
lan (RPP), designing projects coherent with the regional
pidemiological and organization context [10,11]. Having
econsidered its role, the Government (i.e. the Ministry of
ealth) is now mainly responsible for carrying out cer-
ain “central” actions that aim to support the regional
revention projects; this “stewardship” role is modeled
n that played by the Ministry in the wider health sys-
em [12–16]. Among the main innovations of the NPP
010–2012 is the widening of the prevention perspec-
ive: many health objectives and prevention intervention
ines are included that were not considered in the previ-
us NPP 2005–2007, and two macroareas of intervention –
redictive medicine and prevention of complications and
ecurrence of chronic diseases – are completely new. The
PP and its application via the RPPs is likely to represent
 unique example of the planning and implementation of
revention activities in Europe: it provides a comprehen-
ive framework for public health activities, since it includes
ll the major domains of health promotion and disease pre-
ention within a single national program. At the same time,
t assigns to Regions the responsibility to develop projects
hat take into account specific local prerogatives, but still
dopt a standardized methodology aimed at achieving uni-
orm health objectives throughout the country. While in
he majority of European countries policy frameworks are
eported to be in place that outline responsibilities and
ccountabilities for public health activities, not in all of
hem a comprehensive national public health program is
ctually implemented, and only in a few countries pub-
ic health policy planning is informed by and aligned with
egional health needs of the population, as it occurs in
taly [4].index.aspx?DataSetCode=HEALTH STAT.
This article provides an overview of the results of a
critical appraisal of RPPs developed by the Italian Regions
for the period 2010–2012 (extended to 2013). The data
presented are mainly based on a descriptive analysis of
RPPs conducted within a wider project funded by the
Italian Ministry of Health; this project aimed to identify
the strengths and weaknesses of the prevention policy
and planning process in Italy and thereby to provide
suggestions for strengthening regional capacities in this
area. The results of the analysis were made available by
the Ministry of Health to all Italian Regions to support the
ongoing cycle of prevention planning. We also present
h Policy 762 A. Rosso et al. / Healt
the methodology used to conduct the appraisal, which
involved the development of a new evaluation tool, and
describe the prevention planning process conducted by
Italian Regions and differences across geographic areas.
2. Methods
RPPs were appraised using a tool specifically designed
by a Scientific Committee appointed by the Italian Ministry
of Health. The Scientific Committee included public health
experts of universities, scientific societies, the National
Institute of Health (Istituto Superiore di Sanità, ISS), and the
National Agency for Regional Healthcare Services (Agen-
zia Nazionale per i Servizi Sanitari Regionali, AGENAS). The
first meeting of the Scientific Committee was a brainstorm-
ing exercise, during which the general structure of the tool
and the possible evaluation items were discussed. After the
first meeting a coordinating group at the Department of
Public Health and Infectious Diseases of Sapienza Univer-
sity of Rome was established with the objective to develop
a first draft of the evaluation tool. Once produced, this draft
was discussed in detail by all the members of the Scientific
Committee and amended accordingly. A pilot study was
carried out on the RPPs produced by two Italian Regions.
During the last meeting of the Scientific Committee, which
took place six months after the initial meeting, the final
form of the evaluation tool was formally approved.
The RPPs were appraised using criteria developed
from guidelines provided by the Ministry of Health in
the NPP; these criteria concerned the underlying prin-
ciples and methods of prevention planning, as well as
the required structure and content of the regional plans.
With respect to underlying principles and planning meth-
ods, the NPP requires first that the conceptual model of
Project Cycle Management (PCM) be used when developing
a RPP. PCM determines particular phases of a project cycle
(programming, identification, formulation, implementa-
tion, evaluation and audit), and outlines specific actions
and approaches to be taken within these phases. This
methodology helps to ensure that projects are support-
ive of overarching policy objectives, relevant to an agreed
strategy and to the real problems of target groups, feasible
and sustainable [17]. Second, the NPP clearly indicates the
need to increase the empowerment of individuals and com-
munities to make informed decisions about their health, to
adopt the principles of Evidence Based Prevention (EBP),
to base decisions on an analysis of the epidemiological
context and of the performance of the health system, to
pay attention to the wider determinants of health and to
select targets based on analysis of priorities and risk fac-
tors. Finally, the Scientific Committee arbitrarily selected
some public health problems, mostly falling within the area
of universal prevention, that deserve an “a priori” level of
attention by the Regions.
Concerning the structure and content, RPPs are required
to have two core sections that cover the Strategic Frame-
work and the Operational Plan. Within the Strategic
Framework section, some key points must be clearly
spelled out: an analysis of the regional context, the
identification of local needs, a description of regional
health planning and a definition of priorities for the RPP119 (2015) 760–769
2010–2012. In the Operational Plan section, projects are
developed as a consequence of the planning choices set out
in the Strategic Framework section. Projects should match
one or more of 22 general lines of intervention grouped
into four macroareas (predictive medicine, universal pre-
vention, prevention in high risk groups and prevention of
complications and recurrence of chronic diseases).
The final appraisal tool (a simplified version is avail-
able in Appendix 1) was composed of two sections: (i)
descriptive analysis of RPP and (ii) analysis of the projects
included in RPP. The first section of the tool focused
mainly on the analysis of the Strategic Framework sec-
tion of RPPs, and assessed whether the RPP included a
clear description of the local context (including the organi-
zational, socio-economic, demographic and epidemiologic
profile of the Region), local health policy and planning
(including prevention strategies), local epidemiological
and organizational needs and priorities identified for pre-
vention strategies. The first section of the tool also included
a descriptive analysis of the projects of the Operational
Plan section, according to macroarea and general line of
intervention. The second section of the tool was  intended
to analyze the individual projects included in each RPP.
The analysis explored different items, such as: (i) coher-
ence of the projects with the regional epidemiological
context, contextualization with regional health programs
and policies, and continuity with the former RPP for the
2005–2007 period; (ii) consideration of specific public
health issues (lifestyle improvement programs, vaccina-
tion and oncological screening programs, use of behavioral
surveillance systems, environmental primary prevention,
etc.) and transversal issues (empowerment, health inequal-
ities, networking, capacity building); (iii) adherence to
principles of Evidence Based Prevention (EBP), feasibility,
monitoring and evaluation. A document was produced for
each project.
The analysis of each RPP was carried out by working
groups composed of at least two  members, one from
Sapienza University of Rome and a second from the
Catholic University of the Sacred Heart of Rome. In total,
19 working groups were established, composed of resident
public health doctors and PhD students of both institu-
tions, working under the supervision of a coordinating
group of public health professors of Sapienza University.
The coordinating group was responsible for develop-
ing specific guidelines for the assessment of RPPs and
projects, for revising and standardizing the preliminary
results produced and for supporting the working groups
throughout the whole evaluation exercise. In particular,
two  training seminars were organized: the first seminar
aimed to introduce the evaluation tool and the related
guidelines, to explain the methodology for appraisal of the
RPPs, the projects and other relevant policy documents,
and to provide operational definitions; the second seminar
aimed to resolve the main discrepancies that arose within
or across the working groups involved in the appraisal
process. Each section of the evaluation tool included a
series of Yes/No questions that the working groups were
required to answer with a brief comment. Each member
of the working group made an independent evaluation,
with any discrepancies resolved after discussion between
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he members. The answers provided by both evaluators
ere unified in a single Excel spreadsheet for each RPP,
ncluding a worksheet for each project assessed and a
orksheet for the general evaluation of the RPP.
Results of the analysis are expressed as percentage
f Yes answers provided by the evaluators to the ques-
ions included in the tool. Differences across geographic
reas were assessed, using the National Institute of Statis-
ics’ classification “North”, “Center”, “South and Islands”,
hrough ChiSquare or Fisher’s Exact test (depending on
he number of observations) with a significance level
f p < 0.05, using STATA statistical software, version 12.0
Stata Corp. LP, College Station, TX, USA, 2011).
. Results
Nineteen RPPs were analyzed by the working groups,
ncompassing a total of 702 projects. Two Regions (Valle
’Aosta Region and the Autonomous Province of Bolzano)
id not develop their RPP. The number of projects per RPP
anged from 18 (Sardegna Region) to 71 (Veneto Region).
.1. General evaluation of RPPs
In general, the RPPs’ were appropriate to their regional
ontext, including in the majority of cases a description
f the demographic, epidemiological, socio-economic and
rganizational contexts (Table 1). However, only 11 RPPs
57.9%) provided detailed information in their Strategic
ramework section on regional health planning (values,
bjectives, implementation strategies, etc.). and the same
umber discussed the results obtained during the previ-
us cycle of prevention planning (RPPs 2005–2007 and
urther extensions). Almost all Regions identified both epi-
emiological and organizational needs arising from the
escription of the local contexts, but all of these needs
ere addressed by specific projects in only 11 RPPs (57.9%)
Table 1). Most often, RPPs identified priorities in relation
o epidemiological criteria, while only nine RPPs (47.4%)
ased priorities on the effectiveness of health interven-
ions, according to the principles of EBP. A high level of
ttention was directed at the prevention of unhealthy
ifestyles, which was indicated as one of the main objectives
y almost all RPPs. The development and implementa-
ion of vaccination and cancer screening programs received
omparable consideration. By contrast, only a few RPPs
mphasized the reduction of inequalities (7, 36.8%) and
he prevention of zoonosis (6, 31.6%) as main objectives.
romotion of individual and community empowerment,
evelopment of communication strategies for public health
nd capacity building of public health professionals were
onsidered relevant by more than half of RPPs (Table 1). The
ehavioral surveillance systems mostly implemented in
he RPPs were PASSI (Progress by Local Health Units toward
 healthier Italy/Surveillance system in the population
ged 18–64) and OKkio alla Salute (Surveillance System
n Nutrition and Physical Activity in children attending
rimary school), with 17 RPPs including specific projects
edicated to the implementation of each surveillance sys-
em (73.7%) (Table 1). However, the use of behavioral
urveillance systems was not optimal, since not all RPPs119 (2015) 760–769 763
used the data for the analysis of the regional epidemiolog-
ical context and less than half of projects which could have
used the information provided by such systems for plan-
ning and evaluation actually did so (data not shown). It is
interesting to note that networking was a relevant working
strategy for almost all RPPs (Table 1).
Considering the single items used for general evaluation
of RPPs, there were no statistically significant differences
across geographical areas of Italian Regions, with the
exception of the item “Development and implementation
of oncological screening programs”, which was indicated
less frequently by the Regions of the South and Islands as
one of the main objectives of the RPP (Table 1).
3.2. Descriptive analysis of the projects included in the
RPPs
Most projects (442, corresponding to 62.9% of the total)
fell within the macroarea of universal prevention, while
a limited number of projects were within the macroar-
eas of the prevention of complications and recurrence
of chronic diseases (35, 5.0%) and of predictive medicine
(30, 4.3%) (Table 2). The distribution of projects developed
within the four macroareas was similar across geographical
areas. However, there are some Regions in which uni-
versal prevention seems more important (i.e. Veneto and
Friuli Venezia Giulia, with 75.6% and 73.7% of projects
in this area, respectively) and others with larger num-
ber of projects relating to prevention in high risk groups,
such as Molise (38.7%), Toscana (34.7%), and Sardegna
(33.3%). Within the macroarea of universal prevention,
most projects (19.5%) covered the prevention and surveil-
lance of unhealthy lifestyles and related diseases, while the
line of intervention with the lowest rate of projects was
the prevention of healthcare associated infections (2.0%)
(Table 2). In the macroarea of prevention in high risk groups
most projects dealt with cancer and screening (9.7%). In
this macroarea, several Regions decided not to dedicate
any projects to some lines of intervention (neurological
diseases, blindness and low vision, chronic respiratory dis-
eases, osteoarticular diseases, deafness and hearing loss)
(Table 2).
3.3. Evaluation of projects included in the RPPs
The majority of projects conformed well to the regional
context; a large number dealt with regional epidemio-
logical issues described in the Strategic Framework of
the respective RPP(603, 85.9%) and 596 projects (84.9%)
addressed problems mentioned in the Regional Health Plan
and/or other regional health policy documents (Table 3).
Concerning public health issues addressed, most projects
in the category of prevention and surveillance of unhealthy
behaviors aimed to prevent an unhealthy diet (112, 16.0% of
all projects), with the next highest number of projects aim-
ing to promote physical activity (95, 13.5%). A significant
number of projects were dedicated to the development
and implementation of vaccination and cancer screening
programs, and environmental primary prevention (partic-
ularly, prevention in the living and working environments).
By contrast, very few projects were aimed at to prevent
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Table 1
Evaluation of Regional Prevention Plans (RPPs). Number and percentages of RPPs fulfilling specific criteria by geographical area of Italian Regions.
Item Italy North Center South and Island
N. RPPs (%) N. RPPs (%) N. RPPs (%) N. RPPs (%)
Contextualization of RPPs
Description of the demographic context 19 (100) 7 (100) 4 (100) 8 (100)
Description of the epidemiological context 18 (94.7) 7 (100) 4 (100) 7 (87.5)
Description of the socio-economical context 16 (84.2) 5 (71.4) 4 (100) 7 (87.5)
Description of the organizational context 14 (73.7) 6 (85.7) 3 (75.0) 5 (62.5)
Information on the Regional Health Plan 11 (57.9) 4 (57.1) 4 (100) 3 (37.5)
Evaluation of results of the previous RPPs (2005–2007 and further extensions) 11 (57.9) 4 (57.1) 2 (50.0) 5 (62.5)
Identification and reporting of the epidemiological needs 17 (89.5) 7 (100) 4 (100) 6 (75.0)
Identification and reporting of the organizational needs 17 (89.5) 7 (100) 4 (100) 6 (75.0)
Priorities consider all epidemiological needs 7 (36.8) 3 (42.9) 2 (50.0) 1 (12.5)
Priorities consider all organizational needs 7 (36.8) 7 (100) 4 (100) 6 (75.0)
All  organizational/epidemiological needs addressed by specific projects 11 (57.9) 4 (57.1) 3 (75.0) 4 (50.0)
Criteria used for the identification of priorities
Burden of disease 15 (78.9) 7 (100) 3 (75.0) 5 (62.5)
Risk  factors 15 (78.9) 7 (100) 3 (75.0) 5 (62.5)
Evidence Based Prevention 9 (47.4) 5 (71.4) 2 (50.0) 2 (25.0)
Socio-economic factors 10 (52.6) 4 (57.1) 2 (50.0) 4 (50.0)
High-risk groups 12 (63.2) 5 (71.4) 3 (75.0) 4 (50.0)
High-risk settings 9 (47.4) 4 (57.1) 2 (50.0) 3 (37.5)
Mixed  approach 14 (73.7) 6 (85.7) 3 (75.0) 5 (62.5)
Main  objectives of the RPPs
Lifestyle improvement 17 (89.5) 7 (100) 4 (100) 6 (75.0)
Development and implementation of vaccination programs 16 (84.2) 7 (100) 3 (75.0) 6 (75.0)
Development and implementation of oncological screening programs* 15 (78.9) 7 (100) 4 (100) 4 (50.0)
Environmental primary prevention 8 (42.1) 4 (57.1) 2 (50.0) 2 (25.0)
Prevention of zoonosis 6 (31.6) 3 (42.9) 2 (50.0) 1 (12.5)
Reduction of inequalities 7 (36.8) 3 (42.9) 2 (50.0) 2 (25.0)
Promotion of individual and community empowerment 12 (63.2) 5 (71.4) 2 (50.0) 5 (62.5)
Development of communication strategies for public health 11 (57.9) 4 (57.1) 2 (50.0) 5 (62.5)
Capacity building for public health professionals 11 (57.9) 5 (71.4) 1 (25.0) 5 (62.5)
Specific projects for the full implementation of surveillance systems
OKkio alla Salutea 14 (73.7) 5 (71.4) 4 (100) 5 (62.5)
HBSCb 7 (36.8) 3 (42.9) 2 (50.0) 2 (25.0)
PASSIc 14 (73.7) 5 (71.4) 4 (100) 5 (62.5)
PASSI  d’Argentod 11 (57.9) 4 (57.1) 2 (50.0) 5 (62.5)
Use  of networks 17 (89.5) 6 (85.7) 4 (100) 7 (87.5)
TOTAL 19 (100) 7 (100) 4 (100) 8 (100)
a Surveillance System on Nutrition and Physical Activity in children attending primary school.
b Health behavior in school aged children.
ystem in
ystem inc Progress by Local Health Units toward a healthier Italy/Surveillance s
d Progress by Local Health Units toward a healthier Italy/Surveillance s
* p value <0.05.
zoonosis (20, corresponding to 2.9% of the total) (Table 3).
Concerning the degree of attention devoted to some
transversal public health issues, the use of networks was
planned in a very high proportion of projects (621, 88.5%),
as were training initiatives to improve capacity building of
public health professionals (484 projects, 69.0%) (Table 3).
While many projects included the use of communication
strategies for individual and community empowerment
(431, 61.4%), attention to health inequalities appeared to
be minimal (Table 3). Less than one third of projects (217,
30.9%) provided evidence on the effectiveness of the inter-
ventions proposed, and only in 13.8% of cases (97 projects)
were there considerations of the applicability of such evi-
dence to the local context. Cost-effectiveness of the inter-
ventions was discussed in 56 projects (8.0%) (Table 3). Fea-
sibility of projects was not always discussed, and a limited
number of projects (80, 11.4%) provided indications on the
sustainability of the intervention proposed (i.e. the capacity the population aged 18–64.
 the population over 64 years.
to continue with the public health intervention proposed
after completion of the project) (Table 3). Monitoring and
evaluation (M&E) strategies were included in almost all
projects (693, 98.7%), with process indicators being those
most widely adopted (86.3% of projects) (Table 3).
Statistically significant differences were detected across
geographical areas of Italian Regions for the coherence and
the contextualization of projects, adherence to the prin-
ciples and criteria of EBP and the feasibility of the project.
Although the projects developed by the Regions of the Cen-
ter seem to be of higher quality, the results did not follow
a similar pattern across all items evaluated and were not
always consistent within the same domain. For example, in
the domain of feasibility of projects, projects developed by
the Regions of the Center were of higher quality in terms of
specification of the resources needed and of lower quality
in terms of description of the expected difficulties/barriers
and possible solutions (Table 3).
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Table  2
Distribution of projects included in the Regional Prevention Plans (RPPs) by macro-area, line of intervention and geographical area of Italian Regions.
Macroarea General line of intervention Italy North Center South and Islands
N.  projects (%) N. projects (%) N. projects (%) N. projects (%)
Predictive medicine Evaluation of the individual risk of
disease
30.5 (4.3) 11.0 (3.6) 5.5 (4.3) 14.0 (5.2)
Universal prevention Prevention of road injuries 25.8 (3.7) 9.8 (3.2) 6.0 (4.7) 10.0 (3.7)
Prevention of work related injuries and
illnesses
67.5 (9.6) 32.5 (10.7) 12.0 (9.4) 23.0 (8.5)
Prevention of domestic injuries 30.0 (4.3) 13.0 (4.3) 4.0 (3.1) 13.0 (4.8)
Prevention of vaccine-preventable
diseases
41.5 (5.9) 16.5 (5.4) 6.0 (4.7) 19.0 (7.0)
Prevention of healthcare associated
infections
14.0 (2.0) 8.0 (2.6) 2.0 (1.6) 4.0 (1.5)
Prevention of non-vaccine-preventable
infections
41.3 (5.9) 19.3 (6.3) 6.0 (4.7) 16.0 (5.9)
Prevention of diseases linked to
chemical, physical and biological
exposure
48.8 (6.9) 29.8 (9.8) 8.0 (6.3) 11.0 (4.1)
Prevention of foodborne disease,
including drinking water related
diseases
36.3 (5.2) 17.3 (5.7) 5.0 (3.9) 14.0 (5.2)
Prevention and surveillance of
unhealthy behaviors and lifestyles and
related diseases
136.8 (19.5) 56.8 (18.7) 28.0 (21.9) 52.0 (19.3)
Prevention in high risk
groups
Tumors and screening 68.0 (9.7) 28.0 (9.2) 18.0 (14.1) 22.0 (8.1)
Cardiovascular diseases 21.2 (3.0) 8.2 (2.7) 3.5 (2.7) 9.5 (3.5)
Diabetes 25.2 (3.6) 7.2 (2.4) 3.5 (2.7) 14.5 (5.4)
Chronic respiratory diseases 5.3 (0.8) 1.3 (0.4) 1.0 (0.8) 3.0 (1.1)
Osteoarticular diseases 8.7 (1.2) 4.7 (1.5) 1.0 (0.8) 3.0 (1.1)
Oral  diseases 11.5 (1.6) 3.0 (1.0) 2.0 (1.6) 6.5 (2.4)
Psychiatric diseases 29.0 (4.1) 13.0 (4.3) 4.0 (3.1) 12.0 (4.4)
Neurological diseases 4.3 (0.6) 2.3 (0.7) 0.0 (0.0) 2.0 (0.7)
Blindness and low vision 7.5 (1.1) 1.0 (0.3) 2.0 (1.6) 4.5 (1.7)
Deafness and hearing loss 9.0 (1.3) 1.0 (0.3) 3.0 (2.3) 5.0 (1.9)
Prevention of
complications and
recurrence of chronic
diseases
Medicine of complexity and related
clinical pathways
8.8 (1.3) 4.3 (1.4) 1.5 (1.2) 3.0 (1.1)
Prevention and surveillance of
disability and loss of self-sufficiency
26.1 (3.7) 11.1 (3.6) 6.0 (4.7) 9.0 (3.3)
Additional macroareas 5.0 (0.7) 5.0 (1.6) 0.0 (0.0) 0.0 (0.0)
TOTAL 702.0 (100.0) 304.0 (100.0) 128.0 (100.0) 270.0 (100.0)
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. Discussion
In the present context of economic and financial cri-
is, the strategic role of prevention in improving health of
he population while containing health-care costs is well
ecognized at the European Level [18]. Efforts to support
ealth protection, health promotion and disease preven-
ion can have important cost-effective benefits, but, at
resent, governments spend only a small fraction of their
ealth budgets on promoting health and preventing dis-
ase – about 3% in OECD countries [19]. Moreover, striking
ariations among European countries in process and out-
ome indicators of health policies in the field of prevention
ere recently detected [5]. Among the priority actions of
he health policy framework recently developed by the
HO  regional office for Europe, the strengthening of public
ealth capacity within health systems with universal cov-
rage figures prominently [18]. The analysis of the policy
nd planning prevention process described in this papern more than one line of intervention and therefore are assigned to them
is useful for understanding the choices made by the Ital-
ian Regions and their consistency with the NPP, as well as
for identifying strengths and weaknesses of public health
capacities in the field of prevention planning in Italy.
In terms of prevention policy, governments can choose
either high-risk strategies where single individuals are the
targets of interest, or population strategies where every-
body is exposed to public health measures. It is generally
agreed that this choice is a political question more than a
scientific one [20–23]. The majority of the projects planned
by the Italian Regions concerned the macroarea of uni-
versal prevention, followed by the area of prevention in
high-risk groups. Therefore, the prevention planning pro-
cess conducted at the Central and Regional level has led
to a mixed approach to prevention in Italy, combining
strategies directed both to the general population and to
high-risk individuals, guaranteeing the complementarity
of these approaches rather than their mutual exclusion.
The choice of a mixed prevention approach is in line with
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Table 3
Evaluation of projects included in the Regional Prevention Plans (RPPs). Number and percentage of projects fulfilling specific criteria by geographical area
of  Italian Regions.
Item Italy North Center South and Island
N.  projects (%) N. projects (%) N. projects (%) N. projects (%)
Coherence and contextualization of projects
Coherence with the regional epidemiological
context*
603 (85.9) 259 (85.2) 119 (93.0) 225 (83.3)
Coherence with the Regional Health Plan or
other regional health programs/policies*
596 (84.9) 242 (79.6) 120 (93.8) 234 (86.7)
Implementation/continuation of projects
included in the previous RPP 2005–2007
and further extensions
339 (48.3) 146 (48.0) 55 (43.0) 138 (51.1)
Implementation/continuation of other
projects previously realized in the Region*
85 (12.1) 30 (9.9) 28 (21.9) 27 (10.0)
Public  health issues addressed
Smoking 70 (10.0) 28 (9.2) 15 (11.7) 27 (10.0)
Physical inactivity 95 (13.5) 38 (12.5) 14 (10.9) 43 (15.9)
Unhealthy diet 112 (16.0) 43 (14.1) 18 (14.1) 51 (18.9)
Excessive alcohol consumption 74 (10.5) 27 (8.9) 18 (14.1) 29 (10.7)
Development of vaccination programs 39 (5.6) 17 (5.6) 6 (4.7) 16 (5.9)
Development and implementation of
oncological screening programs
68 (9.7) 29 (9.5) 18 (14.1) 21 (7.8)
Environmental primary prevention 34 (4.8) 12 (3.9) 6 (4.7) 16 (5.9)
Prevention in the living environment (home,
schools, etc.)
205 (29.2) 89 (29.3) 38 (29.7) 78 (28.9)
Prevention in the working environment 112 (16.0) 56 (18.4) 22 (17.2) 34 (12.6)
Prevention of zoonosis 20 (2.8) 12 (3.9) 3 (2.3) 5 (1.9)
Transversal issues (empowerment, health inequalities, capacity building, networking)
Use  of communication strategies for
individual and community empowerment
431 (61.4) 156 (51.3) 87 (68.0) 188 (69.6)
Reduction of health inequalities 13 (1.9) 10 (3.3) 2 (1.6) 1 (0.4)
Solving public health problems relevant to
vulnerable populations
43 (6.1) 26 (8.6) 8 (6.3) 9 (3.3)
Improving access to health services for
vulnerable groups
38 (5.4) 21 (6.9) 10 (7.8) 7 (2.6)
Use  of networks 621 (88.5) 265 (87.2) 113 (88.3) 243 (90.0)
Development of capacity building of health
professionals
484 (68.9) 196 (64.5) 81 (63.3) 207 (76.7)
Adherence to principles and criteria of Evidence Based Prevention
Evidence reporting of the effectiveness of the
intervention proposed*
217 (30.9) 78 (25.7) 62 (48.4) 77 (28.5)
Considerations of the applicability to the
local context of the intervention proposed*
97 (13.8) 36 (11.8) 30 (23.4) 31 (11.5)
Considerations of the cost-effectiveness of
the intervention proposed*
56 (8.0) 20 (6.6) 17 (13.3) 19 (7.0)
Feasibility
Resources needed (human, economic,
instrumental, etc.) clearly stated*
598 (85.2) 253 (83.2) 122 (95.3) 223 (82.6)
Description of the expected
difficulties/barriers and possible solutions*
384 (54.7) 165 (54.3) 55 (43.0) 164 (60.7)
Considerations on sustainability 80 (11.4) 40 (13.2) 13 (10.2) 27 (10.0)
Monitoring and evaluation (M&E)
M&E  activities 693 (98.7) 299 (98.4) 127 (99.2) 266 (98.5)
Use  of structure indicators 54 (7.7) 18 (5.9) 6 (4.7) 30 (11.1)
Use  of process indicators 606 (86.3) 279 (91.8) 122 (95.3) 245 (90.7)
Use  of output indicators 454 (64.7 165 (54.3) 91 (71.1) 198 (73.3)
Use  of outcome indicators 55 (7.8) 27 (8.9) 8 (6.3) 20 (7.4)
Timeplan reported 565 (80.5) 240 (78.9) 97 (75.8) 227 (84.1)TOTAL 702 (100) 
* p value < 0.05.
challenges recently directed at Geoffrey Rose’s population
strategy of prevention [24], i.e. the significant improve-
ments in the accuracy with which high-risks individuals
can now be identified and the consideration that his pop-
ulation strategy of prevention may  inadvertently worsen304 (100) 128 (100) 270 (100)
social inequalities in health [25–27]. The low level of atten-
tion to the areas of predictive medicine and prevention
of complications and recurrence of chronic diseases may
be due to inadequate evidence of effectiveness of pre-
ventive interventions in the sector of predictive medicine
h Policy 
a
o
s
w
H
e
o
i
m
d
a
o
m
m
d
R
a
g
t
a
a
a
p
s
t
a
s
p
a
O
i
t
t
p
L
f
N
o
t
a
t
d
o
m
e
r
n
h
i
c
c
i
p
c
c
t
f
L
pA. Rosso et al. / Healt
nd to difficulties in incorporating principles and tools
f prevention into primary care, respectively. However,
ome advances are being made in Italy in both areas,
ith the implementation of a National Plan for Public
ealth Genomics [28], which envisages the development of
vidence-based recommendations for the appropriate use
f genetic testing in preventive medicine, and the exper-
mental application of the chronic disease management
odel in primary care for specific health issues, such as
iabetes [29–31].
Most of the RPPs chose, as priority objectives, the fight
gainst unhealthy lifestyle behaviors, the full realization
f recommended vaccination programs and the imple-
entation of population screening programs for cancer;
any projects addressed these issues. These choices appear
efinitively evidence-based. However, only a minority of
PPs prioritized the need to reduce health inequalities,
nd too few projects contained actions specifically tar-
eting these objectives. Moreover, some important health
opics, such as the surveillance and control of health-care
ssociated infections and the prevention of zoonoses, were
ddressed by very few projects. These health topics require
 strong integration between the medical workforce of
revention departments and other public health profes-
ionals, such as the hospital health care management and
he veterinary component of prevention departments. In
ny case, networking activities seem to be quite exten-
ively implemented throughout the RPPs and the various
rojects, as are empowerment and communication actions
nd training initiatives for public health professionals [11].
n the other hand, most Regions have decided not to
ncorporate routine prevention activities into the RPPs
hat may  include, for example, surveillance and preven-
ion of zoonoses, focusing only on specific and innovative
rojects aimed at achieving the NPP’s objectives (e.g. the
azio Region only included one comprehensive program
or each of the 22 intervention lines envisaged by the
PP).
There is room for improvement in the technical drafting
f the RPPs and regional projects. RPPs properly described
he regional demographic and epidemiological contexts
nd, to a lesser extent, the socioeconomic and organiza-
ional settings, but sometimes they failed to give a full
escription of the general regional health planning and
f the results of the previous RPPs. Although the vast
ajority of projects were consistent with the regional
pidemiological context and with the general strategy of
egional health planning, not all regional epidemiological
eeds and health topics mentioned in the general regional
ealth plan were addressed by specific projects. The major-
ty of RPPs actually used a mixed approach to establish
riteria for identifying priorities, but these criteria were
learly described in less than two-thirds of the RPPs. Most
mportantly, RPPs and regional projects often failed to
rovide a robust evidence base for the effectiveness and
ost-effectiveness of the health intervention proposed, to
orrectly use the existing health behavior surveillance sys-
ems, and to indicate the resources needed to guarantee the
easibility and sustainability of the intervention proposed.
ack of scientific evidence in selecting and implementing
rograms, developing policies, and evaluating progress is119 (2015) 760–769 767
a major issue already acknowledged in the fields of public
health and prevention [3,32].
There were significant differences in the appraisal of
RPPs across the various geographical areas of the Ital-
ian Regions, particularly for some quality elements of
the projects (i.e. coherence and contextualization with
the local context, adherence to the principles and crite-
ria of EBP, and feasibility of the interventions). We  did not
develop an overall quality score of RPPs, since our inten-
tion was  to provide suggestions that might help strengthen
regional public health capacities in the prevention policy
and planning process, rather than to evaluate each Ital-
ian Region or to rank their performance. Since economic
and financial constraints may  have a negative impact on
health promotion and prevention activities, geographical
differences of the projects quality could be related to dif-
ferent levels of regional Gross Domestic Product (GDP) and
financial health care deficit. A preliminary analysis actu-
ally seems to indicate that the quality of projects is lower
in Regions with lower GDP and in which the level of health
care deficit required the implementation of regional Recov-
ery Plan to restore financial equilibrium (data not shown).
The identification of determinants of the quality of RPPs
and projects is an important issue that deserves a further
dedicated analysis.
Comparing data of the present study with results of
similar studies conducted in other countries is difficult.
Some tools have been developed and adopted for the
assessment of public health and health promotion capac-
ities [4,5,33–38]. However, these have a different focus
to our tool, which emphasises the regional process of
planning of prevention activities based on the NPP  direc-
tives, and they are intended to assess other domains of
public health capacities, such as health system structure,
policies, plans and strategies [4,34,35,37], health policy
performance related to specific health indicators [5], orga-
nizational capacities [33], or more specific issues such as
program sustainability [38] and the capacity for evidence-
based decision making [36]. We  specifically assessed the
capacity of Regions to plan for prevention activities and for
their compliance with the guidance provided by the central
Government. In this regard, our work is more similar to the
assessment of the quality of a project proposal [39] than a
policy analysis [40], making it impossible to compare our
results with similar analyses conducted in this area.
This study has some limitations that should be acknowl-
edged. First, to our knowledge, no validated tool is available
for the critical appraisal of prevention policy and planning
documents, and, therefore, a specific tool had to be devel-
oped. Although it is possible that relevant evaluation items
were not considered, we believe this unlikely as a conse-
quence of the iterative process that we  used for developing
the tool with the active involvement of a dedicated and
authoritative scientific committee. Second, the critical
appraisal of RPPs and projects was prone to a certain degree
of subjectivity. However, this assessment bias was  kept to
a minimum, with working groups comprising at least two
members who  worked independently and resolved any
discrepancies in their assessments by discussion; a coor-
dinating group supervised the different working groups
and standardized definitions and procedures. Finally, our
h Policy 
[
[
[
[
[
[
[768 A. Rosso et al. / Healt
analysis was limited only to RPPs and planned projects,
and did not include the assessment of the actual level
of implementation and the results obtained; this was
beyond the scope of our work and is at present performed
institutionally by the Italian Ministry of Health and its
technical agencies.
In conclusion, the analysis described in this paper shows
that the planning process of prevention in Italy, which is
still in its early stages, has both strengths and weaknesses.
There is no doubt that Regions have failed to properly
address some priority issues, such as health inequalities,
and could improve the technical drafting of RPPs and
regional projects. At the same time, the Italian health care
system has successfully put in place a prevention planning
process that can accommodate both center-oriented pre-
vention policy and regional prerogatives. Since the trend
toward the decentralization of regional decisions for pre-
vention is likely to continue, it is essential that the Ministry
of Health makes a strong commitment to provide Italian
Regions with operational guidelines, appropriate training
and adequate resources for improving public health capac-
ities. In this way, continuous assessment of the planning
process of prevention may  become an useful tool for moni-
toring, and ultimately strengthening, public health capacity
in the field of prevention.
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